AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDED

DATE AMENDED
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15 3004 1 STATE FILE NUMBER
District No, o .2 ________Primary Registration District No. Registrar's Neo.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaaud lived. If institution: Residence before
. COUNTY a, STATE b. C admission}
Barton : ¥iggouri Vernnn
b.- CITYz{if outside -corporate [imits, give JOWNSHIP only) + -Length of stay-in lbr]lv -c. CC|)TRY PRI [ - cam, wnmw - relnsiderlimitas o
R ’
WN
TOWN Lamar 8 hrs iTO She-, dnn Yes [] No D\r
. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET (if outsidae, give location)- Reside on Farin®
HOSPITAL OR ADDRESS
INSTIVTION. Baptnn Cn,Memnrigl |8 MO E.R. o Yo @ e O
a. ll'_ll_AME OF DE}CEASED First Middle Last 4. DS;I'E month Day Year
ype or print
Charles Jacksan RAland DEATH  Jqn 3 1942
5. SEX 6. COLOR OR RACE 7. Married 8t Never Married [1 [8. DATE OF BIRTH | #- AGE (last birthdey) | IF UNHDER ) YEAR | IF UNDER 24 HR
Widowed [ Divorced Months Days Hours Min.
le White £/18/1911 &0
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

durm'rTﬁlﬁf ﬁaging life, even if retired)

Farm

Bartnn Ca,

Mn,

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE -

Charles C. Roland Dessie Swisher Maxine Ealend
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1L —SACILAL_CECIIBITY KO 17. INFORMANT Address
(Yes, no, or unknown) I{If ves, give war or dates of service ,
Ho Maxine Halend Sheldan
18. CAUSE OF DEATH (Enter only one cayuse per line fo. ., N bl INIER\IAL BETWEEN
PART {. DEATH WAS CAUSED BY: dm'\ ~ ONSET AND DEATH
IMMEDIATE CAUSE (a) _ W M Fo z«.

MERICAL CERTIFICATION

Conditions, if any,

which gave rise to

above cause

{a).

stating the under-

lying  cause

lase,

OUE 10 (1) W )a@-u.ﬂ.l )"MM

Y

P

PART I1.

OTHER SIGNIFICANT CONDITIONS
diseass condition given in PART

1 }CONTR BUTING TO DEATH—but not, {dlated to the terminal
a ? h - an‘

PART i1, If

deceased  was
there a pregnancy in last 90 days.

fernale  was

DYe:l

d No O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of tnjury in PARY | cr PART || of item 18.)
PERFORMED 5? O (@] - - .
YES ] NO

20¢. TIME OF Hour Month, Day, Year

3,62

%3' 144 2 olrd/ 2 2 0’“\_

iNJUR,YS . m.;t\.

20d, mJuaY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK %

n

farm, factory, str

20e. PLACE OF INJURY {e.g., in or abou? home,
t, office bldg., etc.)

& Eod—

20, CITY, TOWN, OR LOCATION

COUNTY

Jetren,

STATE

/MO .,

21,

Death occurred at

| attended the deceased fr

?‘)_?gnL@iLi&_L, 1o

-
and last saw ., 2live o

A

m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGNAYURE : egree or title}
'jf@bm(f B&-&A-ﬂ@ /

L4

M-

22b. AD

ESS

-

22¢. DATE SIGNED

//6/62

23a. BURIAL, CREMATION,

MOVAL (Specify)
urla

Jan

23b. DAT,

#/ 1962

Lake

Cemetery

23c. NAME OF CEMETERY OR CREMATORY

Vi h
23d. LOCATION (City, town, or tounty)

{State)

Hiacg~yry

4.

FUNERAL DIRECTOR

Eeeny Fnneral Yome Sheldan Ma

ADDRESS

Jan.

T.
25. BATE RECD. BY LOCAL REG.

6,

19622 -

2

ISTRAR S SIGNATURE

(Licensed Embalmer’s Statement on Reverse Side)

—. L1




STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ‘ Student Embalmer No.

working under my personal supervision.

k/) /)') /; ﬁ
Student Signed_n/ . ?-‘?’/I:A‘/‘?'/'/ PRI
rd / /

Signature of Student Embalmer 7
Licensed Embalmer No.é[/{/

07 59
P. O. Addres 425 ;

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. i

5 .. L l.i




